A 60-YEAR-OLD MAN presented for coronary artery bypass graft surgery and repair of a left ventricular aneurysm. His past history included coronary artery bypass graft surgery 7 years previously. Five weeks before his cardiac operation he suffered a non-ST elevation myocardial infarction that was complicated by hypotension and required placement of an intra-aortic balloon pump and intravenous dopamine for 24 hours. Coronary angiography and left ventriculography were undertaken 4 days after his myocardial infarction. These investigations showed a patent internal mammary graft to the left anterior descending artery but occluded vein grafts to the obtuse marginal and posterior descending coronary arteries. Left ventricular ejection fraction was measured at 50%.
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His recovery was complicated by a hospital-acquired pneumonia. In addition, he suffered a cerebral transient ischemic attack and was anticoagulated with coumadin. A transesophageal echocardiogram (TEE) was performed (Figs 1-4) . What was the diagnosis? 
DIAGNOSIS: LARGE ENCAPSULATED PSEUDOANEURYSM EXTENDING BEHIND THE LEFT ATRIUM
An outpouching (true aneurysm) of the posterolateral wall of the left ventricle was identified on TEE (Fig 5) . At surgery, the base of the true aneurysm was found to have ruptured forming an encapsulated pseudoaneurysm that extended behind the left atrium. The origin of the pseudoaneurysm, in the wall of the true aneurysm, was not identified on TEE. In fact, the echo-free space appeared to be limited to the left atrium; as the space was followed to the level of the posterior atrioventricular groove, the echo-free space disappeared and an echo-dense area was seen (Fig 5) .
Left ventricular pseudoaneurysm occurs as a consequence of ventricular free wall rupture, usually secondary to myocardial infarction. The rupture is contained by adherent pericardium, thrombus, and scar tissue forming an encapsulated space. Pseudoaneurysm formation more commonly involves the inferior, posterior, and lateral walls of the heart rather than the anterior wall, 1 and extension behind the left atrium is not well described.
A number of pathologic conditions can give the appearance of an echo-free space behind the left atrium 2 including fluid in the oblique pericardial sinus, cor triatriatum, dissection of the left atrial wall, and a pericardial cyst. In this case, the echo-free space expanded during systole with evidence of systolic flow into the space on color Doppler imaging (Figs 2 and 4) , indicating a connection to an arterial or ventricular structure. These appearances, combined with the preoperative echo findings of a ventricular aneurysm involving the basal posterolateral segments, suggest the correct diagnosis.
The pseudoaneurysm was repaired by simple excision of the neck and direct closure using felt reinforced mattress sutures. After separation from CPB, the echo-free space had disappeared (Fig 6) , but an echo-dense rim was visible around the left atrium, probably caused by thrombus. 
